Background People with intellectual disabilities, if convicted of offences, may be sentenced to prison, but little is known about their life when they are released. Method This study followed up men with intellectual disabilities who were leaving prisons in England.
Introduction
Increasingly, in developed countries, people with intellectual disabilities (IDs) are living as ordinary citizens, in communities, with some support. Occasionally, of course, any citizen may break the law, and this also applies to citizens with ID. An inevitable consequence is that, in all countries where this has been studied, some of the people in the criminal justice system (CJS) have been found to have IDs. The precise prevalence of ID in the CJS is hard to establish and is much disputed. Suffice it to say that most studies find people with ID are somewhat over-represented as suspects in police stations (Gudjonsson et al. 1993; Lyall et al. 1995) , in courts (Hayes 1993; Hayes 1996; Vanny et al. 2009 ) and on probation (Mason & Murphy 2002a,b) .
In prisons, the picture is less clear: prevalence figures for ID in prisons tend to fall between 0% (as in a UK study by Murphy et al. 1995) to around 10% (e.g. in a large USA study by Brown & Courtless 1971 ; and one in Norway by Sondenaa et al. 2008) , but occasional figures have been much higher (such as 19% in a study in Canada by Crocker et al. 2007) . There is variation both across jurisdictions, and within jurisdictions (see Murphy & Mason 2014 , for a review), and the variations are likely to result from a host of methodological issues (i.e. sample tested, the assessment measures used) and legal issues (e.g. opportunities to divert people with ID from custody in a particular jurisdiction). Fazel et al. (2008) , in a large meta-analysis, concluded that the true prevalence of ID in prisons is between 0.5% and 1.5% and that people with ID are not over-represented in prisons.
Whatever the exact prevalence of people with ID in the CJS, there is general agreement that people with ID are disadvantaged in police stations, courts, probation and prisons (Murphy & Mason 2014) , mainly as a result of their communication difficulties. These make it difficult for them to understand their rights in the police station (Clare & Gudjonsson 1991 Fulero & Everington 1995; O'Connell et al. 2005) , to understand proceedings in court, to face cross-examination in court (Perlman et al. 1994; Kebbell & Hatton 1999) and to understand the rules and fill in forms (e.g. to book appointments for doctors or for family visits) in prisons (Talbot 2008) .
Most of the people with ID who get involved in the CJS have only mild IDs, because most jurisdictions exclude those with severe ID from the CJS. Generally speaking, the characteristics of those with ID in the CJS include being mostly young and male, having a background of social deprivation and family breakdown, often being themselves the victim of abuse in the past, low rates of literacy and employment and high rates of mental health needs (Barron et al. 2004; Wheeler et al. 2009; Lindsay et al. 2010; Hassiotis et al. 2011) . In some countries, minority ethnic groups are over-represented (Hayes 1996) . Several studies have demonstrated that all of this makes offenders with ID very similar in terms of their backgrounds to non-disabled offenders (MacEachron 1979; Barron et al. 2004; Cockram 2005a; Crocker et al. 2007) . The types of offences committed include property crimes, verbal and physical aggression, sexual offences and other offences, and these seem similar to the range of offences of other offenders (MacEachron 1979; Glaser & Deane 1999; Barron et al. 2004; Cockram 2005a; Crocker et al. 2007) , although some have argued that drug offences and car crimes are less common amongst those with ID (Cockram 2005a; Holland & Persson 2011) .
What is very unclear, from previous research, is how prisoners with ID fare after leaving prison. This is an important topic, for if they simply reoffend and return to prison, there may be a need for better community support and improved policies. Previous studies do not seem to have focused on this issue, despite the fact that there are numerous studies of reoffending in non-ID samples (see Cunliffe & Shepherd 2007 , for a review). An early study in Denmark of offenders with ID on care orders suggested very high reoffending rates of around 70% in a year (Lund 1990) , and a small study by Barron et al. (2004) , of 61 offenders with ID in an area of North East London and Essex, also showed a high reoffending rate of about 50% in less than a year. Meanwhile, a study of recidivism by Gray et al. (2007) , of people with ID and offending behaviours released from secure services in the UK, showed low rates of reoffending for those with ID (4.8% after 2 years), lower than for those without ID. However, none of these three studies were specifically about offenders being released from prison. A larger Australian study did track offenders with and without ID over a period of 11 years (Cockram 2005b) , and reported that those with ID had a higher likelihood of re-arrest than those without ID, but the study gave very little information on services.
In this study, men with ID were recruited while currently in prisons in England, and they were followed up prospectively once they left prison. Given that this was the first study of its kind in the UK, and given that most offenders with ID are male, it was decided to focus only on male offenders with ID. This study thus had the following aims:
• to follow-up men with ID when they leave prison;
• to assess their quality of life and mental health after leaving prison; • to discover whether, and how, they were supported following prison; and • to examine CJS contacts and reoffending after leaving prison.
The plan was to follow-up men twice: firstly, 1 month after leaving prison (time 1) and then again 9 months later (time 2). This paper reports the data from the first follow-up at time 1.
Method
In the UK, there has been considerable discussion of the disadvantages suffered by people with ID (and people with mental health needs) in the CJS, and a recent, very influential, government report (the Bradley report, Department of Health 2009) made a number of recommendations in relation to people with ID and/or mental health needs in the CJS. Amongst the 85 recommendations made was the proposal that all prisoners should be screened for ID, because no prisons were routinely conducting such screening at the time of the Lord Bradley enquiry (Talbot 2008) . Subsequently, a study commissioned by the Department of Health, of screening for ID of over 3000 prisoners in three English prisons, showed that such screening was certainly feasible (Murphy et al. 2015) . It was anticipated, following the Bradley report, which the government accepted, that the rollout of such screening would be an ideal opportunity for the current study. In the event, screening did not become routine, and all prisons taking part in this study only screened a small number of prisoners for ID (this issue is returned to in the next section). The screening that did occur took place through healthcare in the prisons, and so, contact was made through the healthcare services in the prisons, once prison governors had agreed that a particular prison could take part.
Participants
Following ethical approval (see later under Procedure section), a number of male prisons in the South East, South West, Midlands and North West of England, and their associated National Health Service (NHS) Trusts or other healthcare providers, were contacted and asked to take part in the study. They were asked to refer men with ID to the project, if they consented to participation in the project in principle and were due to leave prison within the next few months. The researchers then went to the prison to provide accessible information sheets and consent forms to each of the prisoners proposed, to take formal consent and check they had screened positive for ID (on the Learning Disability Screening Questionnaire, McKenzie & Paxton 2006) and to take a note of likely contact numbers for them for when they were released. On a few occasions where it turned out that suitable men had just left prison, their local healthcare team was contacted (following approval from the ethical review body to this minor adjustment to the protocol), and a similar process took place.
Overall, 24 prisons gave approval for the research, and 22 healthcare organisations were approached, of which 17 gave R&D approval (some healthcare organisations covered several prisons). Not all of these organisations were able to provide potential participants, however.
In total, 88 men were referred to the project, from 19 prisons and 14 healthcare organisations. Of these 88 men, 19 did not meet the criteria (i.e. either because they did not have ID or because they were on a long sentence and would not be released during the time of the project). Only one man initially declined to consent.
Once the men had left prison, they were extremely hard to contact (see later under section). A total of 19 men were lost to contact before the first interview could be arranged, and 10 men later withdrew their consent, either before engaging in an interview or after doing part of an interview but not completing it (Fig. 1) . Of the 40 men remaining, two had been out of prison so long that they were too late for time 1 interviews, so in all, 38 men completed their time 1 interviews.
For each man, a member of staff was also interviewed, where he or she consented and where this was possible, to check information the man had given (i.e. his address and contact numbers, his daily activities, his support services, his crime, any further CJS contacts and their estimate of risk of reoffending). Usually, these staff were probation officers or staff in probation hostels or healthcare staff (e.g. from the community learning disability teams). A total of 25 staff were interviewed in this way; for the remaining men, staff did not agree to being interviewed or there were no staff in touch with the man to be asked.
Measures
The interview with the men, both at time 1 and time 2, gathered basic demographic data (i.e. age, ethnicity, marital status, crime, length of sentence and current living situation) and asked men about their lives in general, their daily activities (including volunteering, supported employment, work or other regular activities) and their social networks, using the Social Network Guide. This latter measure was developed from Tracy & Abell (1994) and adapted for a previous ethnographic study of people with mental illness (Forrester-Jones & Grant 1997), being also used later for quantitative studies of people with IDs and mental illness (Forrester-Jones et al. 2006 . It maps structural (size, membership and density), interactional (i.e. reciprocity, frequency, duration and closeness) and supportive (e.g. companionship and decision-making) components of individuals' networks. For each identified member, the type of relationship (e.g. family, staff and neighbour) is noted.
The men then completed the Client Service Receipt Inventory or CSRI (Beecham & Knapp 1992) , which logged their service contacts, including those with primary care, community learning disability teams, social workers and criminal justice workers. The men's mental health was assessed on the Glasgow Anxiety Scale (Mindham & Espie 2003) , which has 27 items relating to general and specific anxieties, each rated on a three-point scale (never, sometimes or always), and the Glasgow Depression Scale (Cuthill et al. 2003) , which has 20 questions relating to depression, each rated on a three-point scale (never, sometimes or always). Both of these scales were designed specifically for people with IDs, both have good internal consistency, test-retest reliability and concurrent validity (Mindham & Espie 2003; Cuthill et al. 2003) . The recommended cut-off for clinically significant anxiety is 13 or above and for clinically significant depression is also 13 or above. Finally, the men rated their satisfaction with their quality of life on Cummins' ComQol-A5 satisfaction scale (Cummins 1997) . The ComQol satisfaction scale required the men to rate on a seven-point scale, running from 'delighted' to 'terrible', how satisfied they felt with seven aspects of their lives (i.e. the things they owned, their health, their achievements, their close relationships, how safe they felt, doing things outside the home and happiness).
Procedure
Given that men were initially being contacted through healthcare services in prisons, the study was submitted for NHS ethical approval. It was also submitted to the National Offender Management Service, because prisons were involved. Following ethical approval from these two bodies, research governance approval was sought from every relevant NHS Trust or private healthcare provider and prison governor. Once approved by these bodies, men who were deemed suitable (i.e. had been screened positive for ID and were leaving prison within the next few months) were told about the project in principle and asked if they might like to take part. If they indicated that they might, the researcher went to the prison to take formal consent, using accessible information sheets and consent forms. Only those with capacity to consent and who did consent were included.
During the consent process, provided the man did consent, the researcher took contact details of where or with whom the man might be living once he left prison. This was extremely difficult. Men in prison are not allowed to have mobile telephones, so their telephone numbers were not typically available. Some were clear that they would live with their families (usually parents), and some knew their parents' telephone numbers or addresses; others were totally unsure where they would be living. For these latter, the contact numbers for any family members, friends, learning disability team members and other contacts were taken, if the men could remember them. The men were also given a wrist band and a small card with the project's telephone number on, and they kept their consent forms, which included the project's telephone numbers. The researchers took a note of when the men were expecting to leave prison and contacted the prison to find out if they had actually left on the appropriate date and to obtain an address for the man. However, prisons often released the men earlier or later than predicted and could sometimes not provide contact addresses. In many cases, once they left prison, men had probation officer oversight, but not all probation officers agreed to contact the researchers or to talk to them when researchers contacted them. Consequently, some men were lost to follow-up.
When men did remain in contact, researchers arranged to meet them to interview them, if possible 1 month after their release from prison. Where men had provided phone numbers to the researchers, they kept in regular monthly contact in order to try to reduce the number lost to follow-up. Nevertheless, the mean length of time between leaving prison and being interviewed at time 1 was considerably longer than 1 month, especially for some men (see next section and Fig. 1 for details) .
Results
Forty men who had consented were traced. For two of these men, it took so long to track them down that they were considered to be lost for time 1 but present for time 2: they were traced 39 and 57 weeks after leaving prison, respectively (so their data do not appear here). For the remaining 38 men, the time 1 interviews took place on average 10.4 weeks after leaving prison (M = 10.40; SD = 7.71). These men's ages ranged from 19 to 64 years, and they were on average 33 years old (M = 33; SD = 10.40), were mostly of white ethnicity (89.5%; n = 34) and were single (86.8%; n = 33), rather than in a close relationship. They came from 17 different prisons, covered by 12 different healthcare providers, and had been convicted of a variety of crimes, for which they mostly received short sentences ( Table 1) .
The men's living situations were very varied at time 1 interviews ( Table 2) . About one-third were living with family members or on their own (n = 12), about another third were in probation hostels (n = 8) or residential homes of one kind or another with 24-h staffing (n = 3), about a quarter were in secure hospital services (n = 8), very few were in supported living (n = 3) and some (n = 4) were already back in prison.
About a fifth of the men (n = 7) had already lived in more than one place since leaving prison, even though the time 1 interview was only 10 weeks, on average, after first leaving prison. Of these seven men who had already moved at least once, four had gone back into prison after living independently or with families/friends with little or no support, and one had gone into a secure unit after living with his brother and feeling unable to cope (of the other two, one was moving out of a probation hostel to live with family, and one was moving out of a distant secure unit to one nearer the family).
Living situations did not seem to be statistically significantly associated to the lengths of sentences that the individuals had served nor to the type of crime they had committed: for example, 11 of the 26 men who had served short sentences, of under 1 year, were living in the least restrictive settings (i.e. alone or with friends or family), while 10 of the 26 were living in the most restrictive settings (secure units or back in prison), the remainder (5) being in residential group homes or probation hostels. In general, the men were grossly under-occupied. Only 10.5% of men (n = 4) were in any kind of employment (two of these were already back in prison and were working in the prison), with a further 15.8% (n = 6) engaged in at least some volunteering. As regards 'activities', shown in Table 3 , these were only counted if they were specifically scheduled and they mostly involved leaving the house, so for example, getting dressed, washing up or watching TV were not counted, whereas going shopping, doing work experience, volunteering in a local charity shop, attending an in-house group meeting, going to a meeting with probation and going fishing were counted in half-day blocks (where activities took less than half a day, e.g. food shopping, they were counted as half a day; where activities took a whole day, e.g. a whole day's volunteering, it was counted as two halfdays). The average numbers of activities in weekdays, evenings and at weekends are shown in Table 3 , and it can be seen that most men had little structure in their lives, especially at weekends.
For example, two men had no structured activities whatsoever in the week, and two others had only one activity per week (in both cases, it was going to see their probation officer). On the other hand, of those with more activities, one man volunteered every weekday, all day, on a farm (funded by social services), and he went out once at weekends with family members (n = 11 activities); another worked all day with his father, painting and decorating, and had several activities with his family in the evenings and at weekends (n = 15 activities); another volunteered at a number of different projects and played various sports, including badminton, skittles and 5-a-side football (n = 16 activities); another was back in prison by the time of his time 1 interview but was working in the laundry (n = 10 activities). Overall, 63% (n = 24) of the men said they did not have enough to do and 87% could name things they would like to do, which were perfectly feasible (e.g. working with animals, going to the cinema and going to the gym). Only 5.3% went to college for any sessions at all (n = 2), but 21% said they would like to attend college (n = 8). Living situation may have an effect on activity levels, and levels were somewhat higher in restricted settings and lower in family settings, but when living situation was classified as very restricted (prison or secure unit), somewhat restricted (probation hostel or residential home) or less restricted (living alone or with family), there was no significant difference between mean numbers of activities and degree of restriction of living environment, on analysis of variance (ANOVA) (F 2,38 = 2.65, P > 0.05).
The men's social networks were often very limited, compared with those of the general population. Despite being able men with only mild IDs, their social network size ranged from 4 to 145 and was on average 29.1 in size (M = 29.1; SD = 27.20), and six people had seven or fewer people in their social network (Table 4) . Where networks were large, men were often in secure provision or prison. There was a relationship between the size of the men's social networks and the degree of restriction of living environment: networks were significantly larger, on ANOVA, for those who were in secure units or back in prison (M = 45.2; SD = 39.8), compared with 962 probation hostels or residential group homes (M = 26.2; SD = 14.7) and compared with living at home or with family (M = 18.4; SD = 14.3) -F 2,38 = 3.821, P < 0.05. The men were often struggling with anxiety and depression, and 47% reported being on medication for their mental health. The mean score on the Glasgow Anxiety Scale was 18.8 (M = 18.80; SD = 9.70), and 70.3% of the men were scoring above the clinical cut-off of 13. On the Glasgow Depression Scale, the mean score was 14.5 (M = 14.50; SD = 7.70), and 59.5% were scoring above the clinical cut-off of 13. Levels of anxiety and depression were highly correlated with each other (Spearman's ρ 0.78, n = 37, P < 0.001), but there was no relationship between levels of anxiety and depression and the total numbers of activities men were involved in each week (Spearman's ρ 0.08, n = 37, P = 0.63 and 0.06, n = 37, P = 0.74, respectively). Nor were there differences between levels of anxiety and depression and the degree of restriction of their living environments, so contrary to expectations, those in secure units were not more depressed or anxious than others (on ANOVA, F 2,37 = 0.20 and F 2,37 = 0.54, respectively, both P > 0.05). In addition, 15 of the 38 men (40%) had difficulties involving alcohol and/or drugs, in that these substances were thought to be important risk factors for their past or future offending (according to the men themselves and/or their staff). Despite the levels of anxiety and depression, and difficulties resisting alcohol and drugs, the men's median satisfaction with various aspects of their quality of life was either 'mixed' (4) or 'mostly satisfied' (5) ( Table 5 ). Those living alone or with families tended to be more satisfied with the things they owned, their health and close relationships, but none of the seven aspects of their degree of satisfaction with their lives related significantly to the degree of restriction of their living situation (by Kruskal Wallis non-parametric analysis). More than half of the men had a probation officer (n = 22), who they tended to see once a week or once a fortnight. Half of the men (n = 19) had a care manager/social worker (i.e. although most men seemed very unsure about this), and 22 had contacts with specialist health professionals (i.e. nurses, psychologists or psychiatrists on IDs teams) during the time they were out of prison. Those with probation officers tended to be the ones who did not have healthcare support and vice versa. In addition, more than half of the men (n = 21) had been in contact with the police since leaving prison, and 11 had been formally questioned by the police about offences. Of these 11, eight spent nights in police cells and eight appeared in court, seven ending up with further convictions. Having a care manager/social worker or a probation officer did not seem to protect men from having contact with the police, but having healthcare worker contacts while out of prison was associated with a significantly reduced likelihood of police contacts (χ 2 1,38 = 4.35, P = <0.05), although this is based on a small sample so should be cautiously interpreted. Of the seven men who had further convictions by the time of the time 1 interviews, there were four cases of burglary/stealing, one of criminal damage and two of breached licence conditions (four of these seven men were the ones who were now back in prison).
Discussion
The men with IDs who consented to take part in the study were mostly young and single and had committed crimes that attracted short sentences. Thus, they had characteristics, in terms of age, marital status and crimes, that were no surprise given previous studies of men with ID in prisons in the UK, Canada, America, Australia and Norway (MacEachron 1979; Cockram 2005a; Crocker et al. 2007; Sondenaa et al. 2008; Holland & Persson 2011; Murphy & Mason 2014) . On leaving prison, they went to a surprising variety of living situations, from the very restrictive (e.g. secure units) to the very unrestrictive (e.g. living alone or with family), and this did not appear to correlate with the seriousness of their crimes. In some areas of the country, healthcare staff informed the project that they were trying to establish a logical care pathway for people with ID leaving prison, so that people could be transferred to a secure unit (and then leave to go to a 24-h staffed home and then gradually go to less restrictive settings). Thus, for these men in this study, their place of residence was still in the secure unit. Nevertheless, this did not seem to be a typical path for most parts of the country, and it often seemed very arbitrary where a person went to live, determined by factors such as whether they had family members who would take them in, rather than by standardised risk assessments or by degrees of mental health difficulties. Cockram (2005a,b) found an even higher percentage of ID offenders went to live with families on release from prison (about 50%), but this may have been because her follow-up period was longer than in the current study. It is thought that good family support protects people with ID from engaging in further crimes, as has been suggested by Wheeler et al. (2014) , but it is also true that conflict with families is not a protective factor (Wheeler et al. 2014) , so services should not assume that settling a man back with his family is necessarily a good solution when he leaves prison.
Once placed in a setting, it appeared that many men had very little to do, even though this has been shown to be linked with offending (Wheeler et al. 2014) . Extremely few men in this sample were working (even for a few hours per week), and only a small number were volunteering, as Cockram (2005b) also found. However, given that rates of employment for all people with ID are very low in the UK (of the order of 10%), compared with people without ID, it is perhaps not surprising that even fewer with offending histories obtained jobs. Nevertheless, given the consistent evidence that employment protects against reoffending in the general population (Soothill & Holmes 1981; Uggen 2000) and in the population with ID (Wheeler et al. 2014) , it would seem important for men with ID to be occupied in structured activities even if they do not work. But the reality was that many men were extremely underoccupied, with the average number of half days with any structured activity whatsoever being only four (out of 10) on weekdays. There were, nevertheless, some men who had very good structured programmes (such as the man who worked on a farm every day, funded by social services, and the man who worked on building and decorating with his father), showing that with good support from families and/or community ID teams, productive days are possible.
Interestingly, there was no significant association between structured programmes and the degree of restriction of the living situation nor with degree of depression and anxiety.
The estimated average size of social networks for the general population is 124 (Hill & Dunbar 2003) , with Dunbar (1993) suggesting that humans have the 'cognitive capacity' to hold social groupings of around 150 contacts. The men in this study, however, had very limited social networks (M = 29), which were sometimes shockingly small (six men had seven contacts or less), given that they had only mild ID. Using the same instrument (the Social Network Guide), Forrester-Jones et al. (2004) found the average network size of adults with mild to moderate ID to be 36, with this figure increasing to 42 once these individuals had been in supported employment for 1 year. While still falling far short of general population estimates, the supported employment group in the Forrester-Jones et al. study was faring far better than those in the present study. The average social network size of the men in this study was more akin to that found for adults with more moderate to severe ID (average network size = 22) who had experienced deinstitutionalisation and were now living in the community (Forrester-Jones et al. 2006) . It seemed that the men living with families, or alone with some support, had the smallest networks, as social network size was associated with degree of restrictiveness of the living situation. This no doubt resulted from the fact the most restrictive settings tended to be large units. However, it was also striking that some men living with families described being ostracised by the local communities, sometimes to the extent of having abusive graffiti drawn on the house walls. This illustrates the difficulty of living with the dual stigmatisation of IDs and a history of offending.
Many men seemed to be in a rather fragile mental state. The levels of depression, anxiety and alcohol/substance misuse were extremely high, even though most men said they had felt worse when in prison. Hassiotis et al. (2011) also reported high levels of mental health problems for men with ID in prison, while a number of researchers have commented on the high rates of alcohol misuse amongst offenders with ID (see Lindsay et al. (2013) for a review). Given the high rates of anxiety and depression amongst the men in this study, it was surprising that only about half had any contact with specialist health services (i.e. community ID teams) and it was not unusual for probation officers to complain that they had referred the men to the community ID teams but been told they were not eligible for support. The men who were receiving such community ID team support did appear to be less likely to be in contact with the police, although caution should be exercised in generalising from such a small sample.
Overall, more than half of the men had been in contact with the police since leaving prison, and over half of these had been formally questioned about further crimes and/or breaking the conditions of their parole/licence. Even though the time 1 interviews took place on average only 10 weeks after leaving prison, four men were already back in prison. Cockram (2005b) also found very high rates of reoffending in her sample of men with ID released from prison, as did Lund (1990) and Barron et al. (2004) , although their samples were not released specifically from prison. It is difficult to compare the reconviction rates for this study with those in non-ID populations, as the rates of reconviction vary with the jurisdiction, the age of the person, the original offence, the history of offences and of course the time since leaving prison (Cunliffe & Shepherd 2007 ; Ministry of Justice 2016). Suffice it to say that the general reconviction rate (within a year) in the UK is 24.5% (all disposals), while for those leaving prison, it is 34.5% (Ministry of Justice 2016). The follow-up of this cohort at time 2 should give a better idea about whether those with ID are more frequently reconvicted.
The implications for services, however, are already very clear: they need to do better. In the UK, social care is the lead agency for people with IDs. All men with IDs, prior to release from prison, should have an allocated care manager who should meet with them, face to face (i.e. not just be a contact name on paper). It should be obligatory for social care to be involved, and they should not be allowed to argue that the person's mild degree of ID makes them ineligible for services. The care manager should plan with them where they should live, what they should do during the day, how they should receive support and/or treatment for mental health needs or other difficulties, to reduce their risk of reoffending. The care manager should also liaise with the probation services, where they are involved, and with the local community ID health team (if this is not already a joint social care/healthcare team), and they should also ensure family liaison. All too often services operate in 'silos', with criminal justice services (police, prison and probation) not communicating with health teams, and health teams not communicating with social care.
This study, although one of the first of its kind, had some limitations. It was a small study, far smaller than planned, because of the difficulties of recruiting participants in prisons and tracking them once released. It was not possible within the resources of the study to recruit a non-disabled comparison group, but similar studies of non-disabled prisoners, for example, the study of Byng et al. (2012) of the health of prisoners released from prison, had even greater drop-out rates (i.e. only 27% of Byng's 313 people referred to the project were interviewed at the first follow-up), so that it seems likely that this group of people, with their chaotic lives, are a very difficult group to recruit and to track. It is also possible that the difficulty of keeping track of people is not randomly distributed. For example, in this study, it may be that more of those living alone were lost to follow-up, compared with those living with family or with staff.
Despite the limitations of this study, what is clear is that this is a group of very vulnerable people. They have high rates of mental health needs, relatively poor social networks and unstructured days and high rates of re-arrest by the police. Nevertheless, what was also apparent was that in some parts of the country, where social services, probation and health worked together, very successful resettlement did take place.
